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ROYAL COMMISSION 


ON DOCTORS’ AND 


DENTISTS’ REMUNERATION 


ASSISTANTS AND YOUNG PRACTITIONERS SUBCOMMITTEE’S 
MEMORANDUM OF EVIDENCE 


The memorandum printed below* has been sent by the Council of the Association to the Royal Commission 
with an explanation that it was the evidence of a minority group and with the proviso that the views expressed 
were not those of the Association as a whole. 


Preamble 


This memorandum presents the views and problems 
of a minority in the Association—practitioners entering 
and establishing themselves in general practice. The 
majority of these doctors are young and are likely to 
be affected by the Royal Commission’s recommenda- 
tions for a longer period than their senior colleagues. 
The evidence has been collected by the Assistants and 
Young Practitioners Subcommittee of the General 
Medical Services Committee. This Subcommittee was 
set up in 1950 within the Association to look after the 
interests of assistants and unestablished principals. For 
practical purposes the latter have been defined as those 
earning from professional sources less than £1,650 gross 
per annum. The numbers represented are around 5,000, 
of whom about 1,800 are assistants. The Subcommittee 
pledged its loyal support in principle to Council in 
June, 1956, and February, 1957, for actions taken in 
connexion with the remuneration claim. 

All doctors under the age of 30 have already shared 
in the financial and other hardships of junior hospital 
staff outlined in the second B.M.A. memorandum of 
evidence to the Royal Commission (Supplement, June 
14, 1958, p. 311). Since 1953 there has been a statutory 
requirement of two six-month hospital posts to 
consolidate in practical experience the knowledge 
necessary to qualify as a doctor. Similar hospital 
posts have of course been held by a majority of older 
doctors in general practice. With two years of National 
Service the age at which doctors become potentially 
eligible for general practice for the first time is now 
from about 27 to something over 30. 


*The memorandum is printed in full, but an appendix containing 
some statistical information has been omitted. 


The Subcommittee wishes to record its disagreement 
with the view that those who enter general practice 
have fallen off the ladder of success in medicine. 
Family practice at its best is a vocation in itself. With 
widening horizons in medicine and more facilities 
becoming available the general practitioner will be able 
to do progressively more for each patient, who, in turn, 
will desire a progressively higher standard of medical 
care; with the achievement of better housing the 
important present-day need is for better domiciliary 
medical care. 


Assistantship as Introduction to General Practice 


The Assistants and Young Practitioners Subcommittee 
considers that an assistantship provides a very helpful 
introduction to general practice. Successful careers, 
however, have been enjoyed by principals whose previous 
experience was confined to hospital, overseas medical 
services, medical branches of the armed Services, or a variety 
of posts as locumtenents in general practice. The 
Subcommittee accepts that continuity in the same practice is 
useful in gaining the knowledge of people, both sick and 
well, which is essential for success in general practice, but it 
is doubtful whether so long as one year in one and the 
same practice is required for gaining this insight. 

While the Trainee General Practitioner Scheme has been 
criticized, it is recognized that it provides posts for junior 
members of the profession which might not otherwise exist. 
Its overall cost in 1957 of £385,058 must be regarded as out 
of proportion to the cost of initial practices allowances of 
£46,148. 


Remuneration of Assistants 


The Subcommittee would emphasize that in all 
assistantships, including those under the trainee scheme 


and those with view to partnership, the fundamental 
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relationship is that of employer and employed. Terms and 
conditions of service being subject to the law of supply 
and demand, the recent period of financial stringency 
imposed upon the profession has been reflected in the terms 
and conditions of service of assistants. 

The Spens Committee (1946) recommended (Recom- 
mendation 7) that: “On completion of resident hospital 
appointments a recently qualified practitioner should secure 
an initial net income of not less than £500 per annum as 
an assistant to a doctor in general practice.” The Spens 
Committee further suggested (para. 14), in reference to a 
scheme designed partly to improve training of general 
practitioners, that “while any practitioner should be free 
to engage an assistant, approximately 10% of practitioners 

. Should be encouraged to do so”; that “such a 
practitioner should receive as part of his remuneration in 
a publicly organized service a supervision fee of £100 per 
annum in respect of an assistant who had no previous 
experience or only one year’s previous experience of general 
practice”; and that “such an assistant should receive £500 
in his first year and £600 in a second year, if any.” In the 
view of the Subcommittee, the present trainee general 
practitioner scheme is clearly based on this paragraph 
of the Spens Report, with slight modifications, and 
consequently the net income of trainee general practitioners 
should be based on this paragraph “ with due adjustment 
to present conditions.” There is no second year in the 
present trainee general practitioner scheme and _ the 
Subcommittee therefore considers that the net salary of 
£600 for an assistant in his second year in general practice 
suggested in para. 14 of the Spens Report should be 
interpreted as applicable to all assistants in their second 
year in general practice, whether they are employed by 
the same principal as in the first year or not. 

In order to correspond with the Danckwerts adjudication 
on the betterment factor to be applied to the Spens 
recommendation, whereby 100% was used as the betterment 
factor in the calculation of the income of principals, 
assistants’ total met incomes from 1950 to April 30, 1957, 
should have been: 


Total net income (including Exchequer 
superannuation) 


Less Exchequer 
superannuation 
contribution 


ist year £1,000 p.a. net ; F £927 p.a. net 

The net income of principals was increased by the 
Government by 5% on the 1950 figure as an interim 
measure on May 1, 1957. Thus assistants’ total net incomes 
should have become: 

ist year £1,050 p.a. net ; sa £974 p.a. net 
2nd year £1,260 ,, ,, 

The Government made a further interim increase in the 
net income of principals, of 4% on the 1957 figure, on 
January 1, 1959, and assistants’ total net income should 
have become: 


Ist year £1,092 p.a. net ‘ £1,013 p.a. net 


However, as has been shown in the B.M.A.’s Preliminary 
Memorandum of Evidence, paras. 68-73 (Supplement, 
November 23, 1957, p. 163), for the Spens Recommendation 
to be fulfilled these incomes should have risen steadily since 
1950, giving for 1957-8 an increase of 29%, resulting in the 
following total net income: 

dst year £1,290 p.a. net os £1,196 p.a. net 
2nd year £1,548 ,, ,, 

The salary received by trainee general practitioners from 
the Ministry of Health (£700 from July, 1948, to June, 
1955, then £775 until May 1, 1957, then £850 until January 
1, 1959, and now £885) therefore has always fallen and still 
falls very far short of the Spens recommendation as 
interpreted by Mr. Justice Danckwerts, with the addition 
of the 5% and the 4% increases. The figures should now 
be £1,013 per annum, net. Fulfilment of the Council’s 
claim for a 29% increase would necessitate a salary of 
£1,196 per annum, net. 


The salaries of “ permanent” assistants, of course, have 
to be paid by the principal and are an expense allowed by 
the Inland Revenue. They therefore depend on the 
principal’s willingness and ability to pay. [It is reasonable 
therefore to apply the Danckwerts betterment factor plus 
5% to obtain appropriate incomes for such assistants—that 
is, £974 for first year and £1,168 for second year from 
May 1, 1957, to December 31, 1958; with the further 4% 
increase on January 1, 1959, appropriate incomes for such 
assistants are: £1,013 for the first year and £1,215 for 
the second year. 

At July 1, 1957, there were 509 “ permanent” assistants 
in their first year to whom the figure of £974 net would 
at that time have been relevant. There were in addition 
956 “ permanent” assistants who were in their second and 
subsequent years and who should have been receiving 
£1,168 net per annum for the second year and, in equity, 
more for subsequent years. 

Since the Council’s further supplementary Memorandum 
of Evidence was submitted to the Royal Commission, the 
Assistants and Young Practitioners Subcommittee and the 
Association’s Medical Practices Advisory Bureau have 
made further inquiries into assistants’ salaries (see below). 
It would seem that salaries in some parts of the country 
are lower, in some cases considerably lower, than in the 
London area. Thus: 


Average Average 
r 
Salary | Allowance| Salary 


(a) Figures supplied by M.P.A.B., Janu- | 
me, 1958, June to December, 
1 . 


(1) London office , ‘a £1,245 £150 £1,095 
2) Manchester ,, ‘ 2 £1,270 £200 £1,070 
3) Scottish offices 

ee in England oe £1,296 £200 £1,096 
»» Scotland +“ £1,065 £200 £865 


(6) Other figures supplied by the Assis- 
tants and Young Practitioners 


Subcommittee 
(1) London : . £1,260 ? £1,089 
(2) South-east England £1,166 ? 
(3) South-west ~ ‘ £1,192 | £200 £992 
(4) Sheffield £200 | £980 


It should be noted that the figure for Scotland is based 
on a very small sample of introductions circularized by the 
Bureau, which Were the only ones available in which full 
details were given by the principal. 

The Subcommittee notes that it is frequently not clear 
whether the cost of petrol and oil used by the assistant 
for practice purposes is paid for by the assistant or directly 
by the principal. In the figures given for London above 
it is possible that in many cases the petrol and oi] was paid 
for by the assistant. The Subcommittee wishes to emphasize 
that the car allowance is intended to cover maintenance 
and depreciation and not petrol and oil, which should be 
paid for separately by the principal in accordance with 
Association policy (Medical Practitioners’ Handbook. 
section V, para. (3) ). 

The Subcommittee emphasizes that the figures quoted are 
averages and apply to assistants with widely differing 
experience of general practice, from nil to five or more 
years. The Subcommittee considers that the Spens recom- 
mendation for assistants in their first two years in general 
practice should be fulfilled in accordance with present-day 
values of money, and that these recommendations should 
be minimum recommendations applicable to all whole-time 
assistants. It considers that an assistant with more than 
two years’ experience should normally receive extra 
remuneration in accordance with his greater experience. 
The Subcommittee further considers that these recom- 
mendations should be reviewed at three-yearly intervals 
in the light of general trends in remuneration. 

Emoluments offered to assistants may include living 
accommodation. This can mean that if the assistant is 
married, especially with children, he may have to maintain 
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two homes, or else live in accommodation which may be 
inadequate. The accommodation may be tied to the 
employment, placing the assistant at a disadvantage in any 
dispute with his principal, especially when accommodation 
is scarce. In a number of cases this means living on or 
above practice premises. Here the assistant’s wife (like 
the principal’s) must of necessity often act as message taker, 
and sometimes even as surgery cleaner. For these services 
there is often no payment although the wife may as a 
result be tied to the house for long periods and the assistant 
will not be able to claim tax relief on any sum he may 
pay his wife for such duties. 

Notwithstanding all the above, the Subcommittee records 
that there are many happy assistantships of mutual benefit 
to both’ parties and expresses its earnest hope that the 
Royal Commission will recommend that all assistants be 
awarded salaries in accordance with Spens as interpreted 
by Danckwerts plus the betterment factor of 29%, and 
that a financial framework for the profession be produced 
which will enable such a recommendation to be effective. 


Conditions of Work of Assistants 


The B.M.A.’s_ Medical Practices Advisory Bureau 
recommends certain safeguards in the contract of 
employment (“ Assistantships”: Medical Practitioners’ 


Handbook). The Subcommittee believes that these are 
often observed, and that indeed in some cases conditions 
are better than the minimum recommended. It should be 
realized, however, that the relationship between principal 
and assistant is a private one, and the powers of the B.M.A. 
are limited. 

Although executive councils have the duty to review all 
consents to employ an assistant given to practitioners in 
their area, they and the Ministry are compelled under the 
terms of the Act and its regulations to approach this 
problem from the point of view of the continuity of service 
to patients. Executive councils have no power either to 
withdraw their consent or to modify the size of the 
additional list in respect of an assistant solely on the 
grounds of the salary and conditions of employment of a 
particular assistant. In these circumstances much depends 
on individuals, and particularly on the balance of supply of 
and demand for assistants. Thus the conditions of 
employment of assistants depend on the relative ease or 
difficulty of establishment in practice as a principal. 

The Subcommittee draws the attention of the Royal 
Commission to the fact that in some practices where there 
is a full list for both principal and assistant the assistant 
is required to do considerably more than half the N.H.S. 
work. This is especially likely to occur where the principal 
has other commitments, such as factory, police or hospital 
appointments, or private practice, and, of course, it is the 
well-known large-list practitioner who is most likely to be 
offered such work, and the established practitioner with an 
assistant who is most likely to be able to find time for it. 
In some cases, the assistant may in fact be looking after 
more than a full list for a single-handed practitioner. The 
Subcommittee considers that where a _ principal has 
substantia] outside commitments, the extra list permitted 
in respect of an assistant should be reduced considerably 
below the normal maximum. Since this is a matter which 
affects patients as well as the assistant, executive councils 
already have power to make such a reduction and the Sub- 
committee hopes that this power will be fully used. 

The Subcommittee considers that everything possible 
should be done to facilitate establishment in practice as a 
principal. There will always be practices in which an 
assistant is required, for varying periods, and in which no 
partnership is likely to materialize, but this matters little 
to the assistant if he can be sure that while working as an 
assistant he is steadily putting himself in a better position 
to obtain a junior partnership or (which is not infrequently 
preferred) a single-handed practice at a time of his own 
choice. 


Entry and Establishment in Practice as Principal 


The Council has already, in its Preliminary Memorandum 
of Evidence, expressed its concern at the late, and 
increasingly late, age at which doctors are becoming 
established in practice. It is well known that at the time 
of the inception of the N.H.S. and the Parliamentary 
debates that preceded it it was frequently stressed that the 
N.H.S. would help young doctors to establish themselves in 
general practice by abolishing the need to find capital. In 
fact, entry and establishment have been more difficult, 
uncertain, and unsatisfactory since 1948. 

By 1952 the situation had become so serious that the 
Government, in agreeing to the submission of its dispute 
with the B.M.A. on the interpretation of Spens to an 
independent arbitrator, insisted that the distribution of the 
central pool should be the subject of an inquiry by a 
working party, the terms of reference of which included 
the duty “to make it easier for new doctors to enter 
practice.” Following the implementation of the working 
party’s recommendations there was an immediate but 
temporary improvement. The Subcommittee does not 
suggest that entry was ever easy—it was necessary to work 
for the desired result—but, provided that a young doctor was 
willing to work as an assistant, or otherwise, for several 
years and save money, after a time he knew that he would 
be able to obtain a loan which, together with his savings, 
would enable him to purchase a practice or a share of a 
practice. Practices differed in price according to income, 
security, and district, but it was then as possible to obtain a 
practice as to buy a house. A reasonable choice of practices 
existed ; within limits, the doctor could buy a practice when 
and where he wished. Since 1948 the young doctor has not 
been able to plan his future in the same way. He has much 
less choice when and where he should set up in practice. 


Executive Council Vacancies 

A doctor usually has to apply for several executive council 
vacancies before he is selected. The average number of 
applicants for executive council vacancies in 1957 was 35 
(see Ministry of Health Annual Report, 1957, Table J). If 
a doctor is selected, even if the practice is not what he 
wanted, he will probably take it, being afraid he will not be 
offered another, for at least he has an income and some 
security. The unsuccessful applicants must continue their 
search. 

Entry as Assistant with View to Partnership 

Alternatively he may take an assistantship with view to 
partnership. If the partnership does not materialize he has 
not only made no further progress towards establishment 
as a principal, his greater age may prove a disadvantage 
when he next applies for a post and he may be precluded 
from practising again in the area for some years by the terms 
of a restrictive covenant. 


Starting a New Practice 

Thirdly, he may attempt to set up a new practice, usually 
with an initial practice allowance. This is a risky venture 
except on a new estate, where such openings are usually 
granted only by selection by the executive council. “ Self- 
establishment ” with the help of initial practice allowances 
in areas considered under-doctored has declined. The 
Subcommittee has welcomed these allowances and submits 
three reasons why they have not been fully taken up. First 
is the difficulty in obtaining capital for property (in this 
connexion the Subcommittee would émphasize that a doctor 
having no income other than an initial practice allowance 
is unable to obtain a mortgage or bank loan, and, in fact, 


-an initial practice allowance is useful only to the doctor 


who already possesses sufficient capital to buy a house or 
can find a suitable house to rent); second is the fact that 
many municipal housing schemes have been completed and 
their medical requirements met; and third is the fact that 
the number of areas defined by the Medical Practices 
Committee as under-doctored has decreased considerably 
(see Medical Practices Committee’s Report). 
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Thus as a rule the docter has little influence over his 
future, the major decision being made by executive councils 
or established doctors. Before a practice or partnership is 
obtained there is often a long period of complete uncertainty, 
for the doctor, no matter how hard he works, cannot be 
sure that he is making progress towards obtaining his own 
practice or a share in a partnership. Afterwards he will 
have very great difficulty in changing his area of practice 
should he so wish. 

Figures for the numbers of doctors admitted each year 
to the Medical Register, the numbers admitted as principal 
to the Medical List, and the average size of list are available 
and are shown in the following table. 


Number of Doctors | Number of Doctors Average 


Year Admitted to Admitted to Size 
Medical Register Medical List of List 

1947 2,787 | 

1948 3,968 

1949 3,109 

1950 3,160 1,210 

1951 3,075 1,079 

1952 4,493 1,100 2,436 

1953 507 | 1,568 2,324 

1954 2,222 } 1,176 2,293 

1955 2,992 | 990 | 2.283 

1956 | 3,113 960 2,272 

1957 3,226 936 2,273 


The above figures show a continuing decline in the 
numbers of new principals in general practice each year 
since 1953. (Note.—They do not take into account the 
possible effect of the 10-year qualifying period for 
superannuation ending in July, 1958.) 

The figures (England and Wales) for the population since 
1952, the number of principals in the N.H.S., and the ratio 
of population to the number of principals are as follows: 


Population Total Number of Population 
Year (000s) Principals (England per 
and Wales) Principal 
1952 43.955 | 7,204 2,555 
1953 44,109 18,010 2,449 
1954 44.274 18,482 2,396 
1955 4,441 18,783 366 
1956 44,667 19,082 2,341 
1957 44,907 19,343 2,322 


It will be seen that the figures for the population 
per principal have fallen very slowly since 1954. The 
Subcommittee considers that in order to permit a steadily 
rising standard of general practice this ratio should fall 
considerably more rapidly, and therefore the total number 
of principals should increase more rapidly than it has in the 
last few years. 

The attention of the Commission is directed to the 
situation that may arise in 1960. If National Service ends, 
approximately 700 doctors will become available for 
civilian employment in 1960 and another 700 in 1961, 
together, of course, with those newly registered each year. 
Many of these will seek to enter general practice. 

The Council has expressed its concern at the difficulty 
which faces doctors wishing to move from one area to 
another. Since a doctor is compelled to live close to his 
practice the ability to change his area of practice is of 
greater importance to him than to persons in most other 
walks of life—yet the doctor finds it more difficult than 
most other persons to move (B.M.A.’s_ Preliminary 
Memorandum of Evidence, para. 110). c 

In the Subcommittee’s opinion there are three reasons 
for the undoubted recent difficulty of entry into practice 
for the average junior member. These are: (i) The reduction 
since 1951 in the value of the money available for general 
medical services ; (ii) the existing schemes of distribution 
of this money ; and (iii) the prohibition since 1948 of the 
sale of goodwill. 


Goodwill 


It has been held by the courts that goodwill of medical 
practices still exists—it is merely its sale which the N.H:S. 
Act has prohibited. The general practitioner is in the 
anomalous position of being the only self-employed person 
in the country who is forbidden to buy or sell goodwill (even 
the dentist in the N.H.S. can sell goodwill, although he has 
a superannuation scheme as well). Yet the general 
practitioner, being self-employed, must have obtained his 
goodwill by some method. In fact, the lengihy and detailed 
provisions of the N.H.S. Act, and the penalties prescribed, 
suggest that the sale of goodwill is natural and therefore 
difficult to eradicate. 

Prohibition of the sale of goodwill has resulted in: 


(a) Lack of incentive to older doctors to retire before their 
practices have deteriorated. 

(b) Reduced incentive to older doctors to take a junior partner. 

(c) Distortion of the relationship between assistant with view 
to partnership and principal. Before 1948 an assistantship with 
view was a genuinc trial partnership, since the increase in income 
and security for the assistant and loss of income for the principal 
which occur when the partnership is confirmed were compensated 
by a payment from assistant to principal, and so the partnership 
had balanced advantages and disadvantages for botn parties. 
Since 1948 the immediate advantages to the assistant and 
disadvantage to the principal can no longer be compensated by 
any payment, although this is to a considerable extent offset by 
the fact that as a rule the junior partner will do half or more than 
half the work for a number of years for a third of the partnership 
income. Hence the assistant tends to desire a partnership too 
readily, while a principal tends not to desire one readily enough. 

(d) Distortion of relationship between senior and junior partner, 
the latter having little or no “stake” in the practice and 
remaining psychologically in the position of an assistant. 

(e) Abolition of choice by younger doctor, subject to availability 
and price of practices, and substitution of choice by selection 
committee. 

(f) Severe restriction of freedom of movement, common to 
all doctors, so that younger doctors are unwilling to settle in 
less attractive areas, realizing that they probably will be compelled 
to remain for the rest of their lives. 


The Association in 1954 decided that the restoration of 
sale of goodwill was impracticable. The Association has 
never considered the restoration of sale of goodwill as 
undesirable, and some would say that its prohibition has 
caused great difficulties, not least to those who might have 
expected to benefit—namely, the younger practitioner 
wishing to establish himself in general practice. 


Size of Lists 


Within the framework of the N.H.S. Acts the Subcommittee 
feels that the main measure which would help the younger 
doctor attempting to establish himself in general practice 
would be a reduction in the maximum size of list for a 
principal and a corresponding reduction in the extra 
permitted list for an assistant. Since 1952, when the 
maximum size of list for an established principal was 
reduced from 4,000 to 3,500, there has been a steady fail in 
the ratio of the size of the population to the number of 
general practitioners, due to a greater increase in the latter 
than the former. The ratio in 1952 was one N.H‘S. general 
practitioner to every 2,555 persons. In 1957 it was one 
N.H.S. general practitioner to every 2,322 persons. The 
Subcommittee wishes to point out that some reduction of 
maximum list would cause no injustice to the full-list doctor. 
Although if there were no simultaneous increase in the 
betterment factor such a doctor would suffer a small 
immediate fall in income, he alone of general practitioners 
has already been partially compensated for the effects of 
the fall in value of money by the increase in the central 
pool due to the increase in the number of principals taking 
part in the N.H.S., without taking into account either the 
5% and 4% interim increases in net income or the increasing 
payments in respect of expenses. Thus, while for the 
average general practitioner the increase in net income per 
patient due to the increase in the number of principals and 
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the resulting increase in the total net income of the 
profession has been exactly offset by a fall in the number 
of patients on his list, the practitioner who has retained a 
full list since the Danckwerts Award has had an increase in 
income per patient without any offsetting factor other 
than the fall in value of money which has affected 
all practitioners. The profession as a whole has suffered 
a reduction of 29% in the purchasing power of its income 
since Danckwerts, partially offset by the 5% and 4% interim 
increases. The full-list practitioner has suffered much less 
because he has gained up to 10% by the increased payment 
in the final settlement, apart from the 5% and 4% interim 
increases which apply to all practitioners. 

The assistantship system, as has been pointed out above. 
permits a principal with a full list for himself and a ful! 
extra list for his assistant to undertake other remunerative 
work outside his N.H.S. practice, while the greater part of 
the N.H.S. work of the total list is done by the assistant. It 
is the well-known large-list practitioner who is most likely 
to be offered such work, and of large-list practitioners it is 
those with assistants who are most likely to be able to find 
time for it. As a result such work is not usually available 
for the small-list practitioner who is attemping to establish 
himself, 

One further difficulty facing the doctor attempting to 
establish himself in practice is the cumbersome administrative 
procedure necessary before a patient who has not changed 
his address can change his doctor, and, more important, the 
fact that this procedure has given some less well-educated 
patients the impression that change of doctor is impossible. 
The Subcommittee considers that the disadvantages of the 
present procedure outweigh its advantages, and suggests that 
the procedure be simplified. 

The Subcommittee considers that the time has come for 
a reduction of the figures for doctor/population ratio used 
by the Medical Practices Committee as criteria for 
determining whether or not extra doctors are needed in an 
area. Such a reduction would lead to an increase in the 
number of initial practice allowances available and thus 
would help to facilitate establishment in practice. 

Statistics of the Initial Practice Allowance Scheme are 
shown below: 


No. of Avera Coe 
ear " t tors in Receipt 
Doctors £ of LP.A. 
19934 | 160,931 
19545 256 108.151 £422 
19556 217 25 
1956°7 189 46,149 £249 
19578 131 41.431 £316 
19589 100 30,076 £300 
(estimated) 


* The numbers are for the years ended December 31 and the costs are in 
respect of the financial years. 


The Subcommittee considers that the State obtains very 
good value from the I.P.A. scheme. 


Practice Expenses 


The Assistants and Young Practitioners Subcommittee 
considers that the present method of distribution of payment 
for expenses (i.e., together with the capitation fee, irrespective 
of the size or circumstances of the practice) is unsatisfactory. 
An improvement of this system would be a considerable 
help to those attempting to establish themselves as principals 
in general practice. 

The Subcommittee and the members whom it represents 
have had to endure with forbearance some hard knocks 
from the rough justice which the present expenses reimburse- 
ment system is said by the Council to afford to all. (B.M.A°’s 
Fourth Supplementary Memorandum of Evidence, para. 30. 
See Supplement, November 15, 1958, p. 203.) The 
Subcommittee expresses the view that principals with lists 
in the lower ranges receive inadequate and inequitable 
reimbursement of expenses. 


The failure to pay loading below the 50Ist patient to those 
who are maintaining surgery premises and providing 
unrestricted general medical services has always been 
regarded as a hardship on unestablished practitioners. This 
exaggerates the present unsatisfactory distribution of 
expenses. 

The Council, in its fourth supplementary Memorandum 
of evidence to the Royal Commission, paras. 31-32, has 
pointed out that initial practice allowances, supplementary 
annual payments, and hardship payments makea contribution 
towards the expenses of some small-list doctors. The Royal 
Commission’s attention is drawn to the very small numbers 
of doctors who. receive initial practice allowances, supple- 
mentary annual payments, and hardship payments, all 
generously increased after the 5% interim adjustment of 
May, 1957, and increased by 4% from January 1, 1959. 


LP.A. S.A.P. Hardship Payments 
ear 
No. Cost No. | Cost No. | Cost 
*1956 | 189 | £46,149; 290 | £75,761 9 | £2,901 
1957 13t | £41,431 284 | £77,332 4 | £2,219 


* The numbers are for the years ended December 31, and the costs are in 
respect of the financial years. 


In 1957 there were 1,014 doctors in single-handed practice 
with fewer than 1,000 patients and providing unrestricted 
medical services. 

The statement that practice expenses are somehow paid 
by the final settlement, larger for those already most 
favourably rewarded financially, rubs salt in the wounds of 
lower-list principals. It has been pointed out by the Council 
that the present method does not attempt to reimburse to 
each doctor the exact annual expenses which he has incurred. 
While the Subcommittee believes this to be impracticable, 
and, in fact, undesirable, in view of the consequences pointed 
out in the B.M.A.’s Fourth Supplementary Memorandum of 
Evidence, para. 33, it considers that, so long as the capitation 
fee system persists, each doctor should receive a standard 
capitation fee for each patient, representing net income, 
together with an “expenses” capitation fee, which would 
vary according to the size and circumstances of the practice. 
It is understood that practices are already classified into 
about 10 groups according to size and type, each with 
different expense ratios, and this classification could be used. 
In practice the present system could be used, making the 
adjustment in the supplementary payment. This method, 
although not entirely accurate, is thought by the Sub- 
committee to be less unjust than the present arrangement. 

The Subcommittee hopes that the Royal Commission will 
go as far as possible in recommending an equitable scheme 
of distribution of the money needed for expenses. 


Partnership Practice 


Partnership practice has been increasing during recent 
years and is, of course, encouraged by the fact that formation 
of a partnership is the only method now available whereby 
a principal can retain control of his goodwill, while small 
single-handed practices which formerly would have been 
sold intact tend to wither away, and be redistributed, rather 
than advertised. The “notional list” system has also to 
some extent encouraged the development of partnerships. 

There are certain advantages in partnership practice to 
both partners as well as to the patients. However, it is 
essential that the prospects and status of the junior partrer 
should be secure and that he should not be regarded as an 
assistant under another name. It has already been shown 
how the prohibition of sale of goodwill has disturbed the 
relationship of “assistant with view” to the principal, the 
assistant having little to offer and much to gain, the principal 
having little to gain and a definite part of his income to lose. 
This disturbance is liable to persist after formation of the 
partnership, leading to a sense of inequality between the 
partners, a feeling of injustice on both s‘des, and to the 
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feeling, on both sides, that the incoming man, having paid 
nothing to enter the practice, has no “stake” in it and is 
psychologically in the position of an assistant. Many of 
these problems are psychological and intangible, but they 
are nevertheless real and cannot but harm the personal 
relationship which is the basis of any partnership. 

In some “ partnerships" the disparity in status of the two 
partners is such that the junior partner is paid a salary. The 
Subcommittee considers such an arrangement inherently 
undesirable, and not a true partnership. It considers that 
“loadings ” should not be payable in respect of such a 
junior “ partner.” 

The Subcommittee wishes to point out that in many 
partnerships the junior partner, even after a preliminary 
assistantship, is expected to do more than half the work 
for a variable number of years for a third of the partnership 
income, with no prospect of financial capital gain. This 
situation, although only to be expected, since the junior 
partner has no other way of paying for his secure income 
and compensating the senior partner for his loss of income, 
would appear to be virtually a sale of goodwill, and seems 
incompatible with the intention of the N.H.S. Act. 

Few single-handed practitioners work in complete 
professional isolation, except possibly in remote rural areas. 
The majority take part in rota arrangements which allow 
each member some time off duty, cover short periods of 
illness, encourage clinical discussions, and facilitate the 
obtaining of a second opinion. Thus most of the advantages 
of partnership may be obtained, while a more personal 
service may be given. 


Encouragement of Quality Work 


The Subcommittee expresses the view that the size of list 
is not, by itself, a satisfactory measure of a doctor’s ability. 
Apart from ability there are other factors which influence 
the size of a doctor’s list, such as the situation of the 
practice premises, the density of the population, the local 
ratio of doctors to population in the district, and the help 
of an assistant. The Subcommittee would prefer that 
remuneration should bear more immediate relation to work 
actually done—for example, in midwifery, emergency work 
out of hours, and co-operation with hospital, specialist, and 
local authority services. 

For this reason the Subcommittee would welcome the 
consideration of alternative methods of remuneration, from 
which a choice could be made by agreement between doctor 
and patient. Such methods might include the capitation fee 
system or the item-of-service system and an insurance 
method of remuneration. The Subcommittee does not favour 
the salary method in general practice. 

The Subcommittee shares the Council’s doubts as to the 
value of any system of “ merit awards.” and feels that any 
system where extra income is the result of approval by a 
committee might well lead to nepotism, favouritism, 
corruption, and the destruction of what remains of the 
traditional independence of the general practitioner, so 
necessary to the proper practice of medicine. 

The Subcommittee stresses the importance of regular 
postgraduate study to maintain standards of clinical work 
in general practice. 

The Subcommittee hopes that the Royal Commission on 
Remuneration will produce a financial framework allowing 
all doctors to practise their profession in complete freedom, 
subject only to necessary professional discipline. The 
Subcommittee considers that there is danger to this freedom 
in any system in which the greater part of the profession’s 
income comes directly from the State. While realizing the 
necessity for Parliamentary control of public expenditure, 
the Subcommittee regrets that so much of the detailed 
administration of the Service should still lie within the arena 
of party politics. 

With better apprenticeships, easier entry as principal, 
proper repayment of expenses, reward for quality work in 
general practice, and full professional freedom, then indeed 
younger doctors will welcome the future. 


DOMICILIARY CONSULTATIVE SERVICE 
SELECT COMMITTEE’S DEMAND FOR INQUIRY 


The Select Committee on Estimates has criticized’ the 
Minister of Health for his delay in instituting a thorough 
inquiry into possible misuses of the domiciliary consultative 
service. This delay, the Committee states, is contrary to the 
public interest. 

As a result of evidence it received in 1957 the Committee 
recommended that the Minister should inquire into the 
domiciliary consultative service “to determine the extent, if 
any, of misuse and to recommend that controls, if any, are 
required to prevent abuse.” Three sets of facts suggested 
to the Committee the need for inquiry : the rise in the total 
number of domiciliary visits (particularly the rise in the 
number of visits made by whole-time specialists since they 
became entitled to remuneration in 1955) ; the increase in the 
number of visits for certain specialties which appeared to 
experts to be “ inordinately high” ; and the frequent failure 
of the general practitioner in many cases to attend with the 
consultant. 

The Minister has told the Select Committee that he had 
sought the views of representatives of the medical profession 
on the form which an inquiry might take, but had not so far 
received any suggestions. The matter was being further 
studied, but, since the need for a domiciliary consultation 
was essentially a question of clinical judgment in individual 
circumstances at a particular time, it was a matter of some 
difficulty to devise methods of ascertaining whether misuse 
of the service exists. The Minister has now decided to 
“ find out the basic facts” from regional hospital boards. 

The Committee also criticizes the Minister for ignoring 
its recommendation that medical students should be required 
to satisfy their examiners that they have a proper knowledge 
of the financial structure of the National Health Service 
and the costs of. treatment for which they may be respon- 
sible. The Minister replied that the matter would be 
considered further when the Committee on the Cost of 
Prescribing (the Hinchliffe Committee) made its final report. 

* Running Costs of Hospitals, Fifth Special Report from the 
Select Committee on Estimates, Session 1958-9, 1959. H.M.S.O., 
London. Price 2s. net. 


Scottish News 


PRESCRIBING COSTS 
REPORT OF DOUGLAS COMMITTEE 


“We doubt whether the medical profession as a whole 
has fully comprehended that despite the very wide 
discretion in prescribing entrusted to the individual 
doctor, the laws under which the N.H.S. operates do 
not confer an unqualified licence to prescribe. Our 
investigations have satisfied us that there is, in fact, 
unnecessary and excessive expenditure on drugs and 
dressings. . . .” This is the conclusion of the Scottish 
Committee on Prescribing Costs in its report’ to the 
Secretary of State for Scotland. The Committee was 
appointed in June, 1957, under the chairmanship of Sir 
James Douglas, and its members were Professor S. 
Alstead, Dr. A. Stewart Henderson, Professor R. B. 
Hunter, Dr. J. C. Knox, Dr. E. V. Kuenssberg, Dr. 
J. R. Langmuir, Dr. D. McCall, Dr. O. McDonagh, 
Dr. E. G. Oastler, Professor T. B. Smith, and Mr. J. C. 
Stewart. It was asked to inquire into prescribing 
practice in the N.H.S. in Scotland, with particular 
reference to cost, and to make recommendations. 

A parallel committee for England and Wales—the 
Hinchliffe Committee—appointed at the same time is 
expected to report shortly. 


? Report of ihe Scottish Committee on Prescribing Costs, 1959. 
H.M.S.O., Edinburgh. Price 3s. net. 
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The Committee does not think that the solution 
of over-costly prescribing lies in excessive State 
interference. Such interference “would be costly and 
cumbersome to enforce and might well defeat the main 
purpose of the Health Service.” |The root of the 
problem, in the Committee’s view, is largely in the 
doctors’ ignorance of costs, and its recommendations, 
which it thinks will create considerable saving if put into 
operation, are mainly directed towards fostering a more 
complete knowledge of costs and in some members of 
the medical profession a “sharper realization of the 
need to protect the public purse.” The report also has 
something to say about the advertising practices of the 
drug-manufacturing industry and the duplication of 
drugs of little or no therapeutic significance. 


Restrictions on Prescribing 

Having considered the possibility of achieving economies 
in the drug bill by some form of prohibition in prescribing, 
the committee states that: “The probable and 
understandable unease of the profession [in the face of 
enforced administrative restrictions on prescribing] is in 
our opinion too high a price to pay for the marginal 
financial savings which . . . seem all that would be likely 
to be gained.” Among the restrictive measures considered 
by the Committee were a limited list of drugs, a “ black ” 
listing of drugs in the Cohen Committee’s categories 5 and 
6 (now O and H), a limited list of diseases for which free 
drugs would be allowed, and a financial ceiling on the 
prescribing of individual doctors. 


Instruction in Prescribing 

The Committee’s proposals for educative measures are 
aimed at assisting medical students to obtain a practical 
knowledge of prescribing and helping practising doctors to 
keep abreast more easily with information on drugs. 
Teaching students prescribing habits should be done in the 
wards and out-patient departments of teaching hospitals, 
it says. Courses should be arranged on the cost of 
prescribing for both senior medical students and junior 
hospital staff. Because hospital training does not stress 
sufficiently the difference between the treatment of hospital 
cases and those commonly experienced in general practice, 
the Committee thinks that the custom of some medical 
schools of sending students to work with G.P.s should 
become general and should not be limited to students who 
intend to become general practitioners. Potential hospital 
doctors would also benefit from the experience: “ All too 
often it has been brought home to us that many hospital 
doctors are insufficiently aware of the conditions of practice 
and of the needs of the general practitioner.” 

Information about drugs for the doctor in practice should, 
in the Committee’s view, be given him in an easily digested 
and readily referable form. It considers that doctors in the 
N.H.S. should have (1) a comprehensive list of preparations 
and formulae showing the normal dispensing quantities and 
dosages ; (2) a list of the costs to the Health Service of these 
prescriptions and formulae ; and (3) terse and candid notes 
giving an independent evaluation of new drugs within the 
shortest possible period after their appearance on the 
market. 

While not supporting restrictive systems, the Committee 
advocates the adoption of the British National Formulary 
as a basis for prescribing and it recommends the Department 
of Health, with the co-operation of local medical commit- 
tees, to urge its consistent use. The Alternative Edition is 
preferred. All possible means short of prohibition should 
be used to discourage the prescribing of drugs in the Cohen 
Committee’s categories O and H 

Prescribers’ Notes should be issued more frequently, the 
Committee states, and it should be more topical and include 
an independent evaluation of new drugs as soon as possible 
after they come on the market. A consolidated reissue 
should be made from time to time. Further, the Committee 


thinks that the need for authoritative advice and 
information on new drugs would best be met by co-opting 
members from the various branches of the medical 
profession on to the editorial board of Prescribers’ Notes, 
which would examine the available evidence about a new 
drug and issue a summary of the information. The 
appointment of a full-time editor is also recommended and 
more frequent issues are envisaged which would provide 
an objective second opinion on drugs which were _ being 
pressed on the profession by advertisements. 


General Medical Services 

The report draws attention to the “heavy financial 
responsibilities” which go with the wide discretion in 
prescribing which the N.H.S. puts on general practitioners. 
No new restrictions are proposed, but the Committee makes 
recommendations to “facilitate and augment the work of 
local medical committees in investigating prescribing.” To 
save local medical committees from the laborious and slow 
task of examining hundreds of prescription forms to gain 
the cumulative evidence from which a fair picture of a 
doctor’s prescribing habits emerges, it is recommended that 
the Department of Health should consider the possibility 
of the preliminary examination of scripts being carried out 
by the Pricing Bureau. It would also help, the Committee 
believes, if prescribing statistics could be issued to general 
practitioners within four months of prescribing. It is 
recommended, too, that very large local medical committees 
should be split up for the exercise of their function of 
investigating prescribing. 

At present the Secretary of State, if he thinks that a local 
medical committee and executive council are paying 
insufficient attention to cases of excessive prescribing, may 
require doctors against whom a prima facie case of 
excessive prescribing exists to be examined by a person or 
persons appointed by him. In practice, the Committee 
remarks, the Secretary of State has found it difficult to 
exercise this power because of his appellate function when 
recommendations for withholding remuneration are made. 
This, the Committee thinks, is the crux of the matter, and 
it recommends that the Secretary of State should 
automatically require a central panel “to investigate the 
prescribing of any doctors whose costs exceed, for two 
consecutive issues of prescribing statistics, a given 
percentage above the area average—except where an 
investigation and formal report had been made by the 
local medical committee on the first set.” The percentage 
recommended is 50. 

The Committee hopes that action by local medical 
committees themselves would make this central arrangement 
largely unnecessary. ‘We have, however, seen how some 
doctors with persistently high costs, who are considered to 
have profited personally by their over-prescribing . . . go for 
years without any serious attempt being made to investigate 
their costs, let alone withhold sums from their remunera- 
tion.” It would like to see excessive prescribing—“a very 
serious offence, striking at the root of the Health Service "— 
“much more vigorously dealt with” and penalties related 
to “the money wasted and the lack of responsibility 
demonstrated in the use of virtually an open cheque on the 
public purse.” 

Hospital Services 


The factors affecting prescribing in the hospital service 
are such, in the Committee’s view, as to make it difficult to 
assess whether there is wasteful prescribing. However, it 
points to those factors which could lead to extravagance. 
Lack of information about drug costs; no prescribing 
statistics, as in general practice; sharp variations in costs 
between units; no personal concern in the cost of 
prescribing ; and junior staff being responsible for a good 
deal of independent prescribing in out-patient departments 
are among the factors listed which led the Committee to 
think that the current state of prescribing and cost- 
consciousness in hospitals “leaves room for real 
improvement.” 
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Any effective form of disciplinary action is not 
considered practicable—“though it might be desirable.” 
Divisions of responsibility might give rise to difficulty in 
taking action. The Committee's “firm conviction” is that 
“the best correctives are to foster cost-consciousness and 
to help the hospital doctor to carry out to better advantage 
the duties of prescribing with the discretion with which it is 
essential he should be entrusted.” 

The Committee’s most important recommendation, in its 
own opinion, towards this is that regional hospital boards 
should institute hospital prescribing committees—one for 
each large hospital or group of smaller hospitals. These 
would provide a forum for the domestic discussion of 
prescribing practice in its “medical, administrative, and 
financial aspects.” The committee would issue bulletins 
from time to time about costly prescribing trends and 
comparative costs of new drugs and their equivalents. It is 
envisaged that senior consultants, who bear the general 
responsibility for unit costs, would be expected to take such 
action as was necessary on the information given. The 
bulletins would be issued to the whole staff. 

Prescribing committees, it is thought, should be primarily 
advisory and educational in character, but they should be 
able, when their persuasion failed, to refer cases of 
“apparently clear extravagance” through the board of 
management to the regional hospital board. It is 
recommended that the committees should have as members 
some senior consultants, administrative officers, hospital 
pharmacists, nursing staff, and representation from junior 
grades of hospital medical staff. 

If the prescribing committee’s work is to be effective some 
form of costing should be introduced, the Committee thinks, 
to give a lead to their inquiries. To permit this, 
responsibility for prescribing would have to be defined “so 
as to relate responsibility for the costs of defined areas— 
beds, wards, or units—to particular senior consultant posts.” 
It is suggested that prescribing committees should consider 
whether it would be advantageous that junior doctors should 
be required to obtain the counter signature of the chief of 
the unit on prescriptions which they write for unfamiliar 
expensive drugs. 

Further recommendations by the Committee are that 
regional hospital boards should in future bring apparent 
discrepancies in prescribing costs, whether between hospitals 
or in the record of one hospital, to the notice of prescribing 
committees, which could take the matter up with the doctors 
concerned. General budgeting is not favoured by the 
Committee, but it considers that organizers of special clinical 
trials should be required to estimate the cost of their project, 
and where the cost to be borne by the N.HLS. is expected to 
exceed £250 the advisory committee on medical research 
should be consulted. 

Attention is called to the influence which prescribing by 
hospital doctors has on the prescribing of family doctors. 
“ Hospital doctors,” it is stated, “ are too little aware of how 
the initial selection of a drug, made without regard to cost, 
may establish widespread . . . use of it in general practice.” 
The Committee urges that where possible the practice of 
having out-patient departments conducted by senior 
consultants should be recommended. 


Drug Manufacturing Industry 

The report records the Committee’s distaste for many of 
the methods in modern advertising of drugs. It is convinced 
that some of the advertising literature issued by some drug- 
manufacturing firms is misleading and not conducive to a 
rational and critical appraisal of the product. The 
Committee hopes that some of the recommendations it has 
made will have the effect of making doctors more critical 
of advertisements than they are at present, and thus the 
advertisements themselves more informative and less 
tendentious. Approval is given to the Association of British 
Pharmaceutical Industry’s request to its members to show 
the price of drugs in advertisements, and the Committee 
recommends that the industry be invited to co-operate further 
by including the Cohen Committee classification, or to 
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indicate when no classification has been given, and also the 
approved name. 

Reference is made in the report to the art of persuasion 
which is named as the primary skill of some drug firm 
representatives, as opposed to others who are well qualified 
and whose visits to doctors are informative and appreciated. 
The desirability of representatives making an appointment 
before calling is stressed. Doctors are also particularly 
warned to be on their guard against giving their approval 
to preparations whose efficacy they have not fully examined 
and against manufacturers’ claims which are not backed by 
evidence of proper trial. A standing joint committee of the 
medical associations and the pharmaceutical industry to take 
up with the manufacturers examples of advertising literature 
which fall below standard is advocated. 

The prescribing of “ blunderbuss” types of preparations 
is strongly criticized by the Committee as representing “ the 
very antithesis of current teaching” and condemned as being 
“ wasteful of materials and a sign of the doctor’s professional 
incompetence.” If doctors can be persuaded by manufacturers 
to use such preparations, the Committee states, “ it is clearly 
no easy matter to restrict *‘ blunderbuss’ therapy, but we 
recommend that the appropriate bodies should consider ways 
of preventing or reducing it.” 

The tendency towards needless duplication of proprietary 
drugs is also deprecated, because it complicates and confuses 
prescribing, and the Committee recommends that the 
appropriate body should see whether the practice could be 
curbed by legislative provision. 


MENTAL HEALTH LEGISLATION 


In its second report on mental health legislation,’ the 
committee appointed by the Scottish Health Services 
Council to consider the application to Scotland of the 
recommendations about community care in the report of 
the Royal Commission on the Law Relating to Mental 
Illness and Mental Deficiency in England and Wales? 
recommends more clinics for the early diagnosis of mental 
deficiency and more hostels for elderly mentally infirm 
people. The chairman of the committee is Mr. John 
Dunlop. 

Most of the committee’s recommendations are in line with 
those previously put forward by the Royal Commission, but, 
instead of the proposal that community care of the 
mentally disordered should be a positive duty on local 
authorities, it recommends that, except in the case of 
existing duties, the future functions of local authorities 
should take the form of powers that could become duties 
if the Secretary of State for Scotland so decided. The main 
Scottish legislative change recommended by the committee 
is that training and occupation centres for mental defectives 
should in future be the responsibility of local health 
authorities only, instead of both education and health 
authorities as at present. The committee recommends that 
hospitals should notify local health authorities of cases of 
mental deficiency diagnosed in hospital clinics. 

The committee stresses that legislation by itself will not 
achieve all the objectives. It hopes to see an extension 
throughout Scotland of the enthusiasm and initiative shown 
by a limited number of local authorities in England and 
Scotland, who with the co-operation of the other 
authorities concerned have achieved notable results. The 
Department of Health for Scotland, it suggests, should give 
a clearer lead on policy for the development of the mental 
health service and more support to the development itself. 
The Department's mental health division, it thinks, might be 
strengthened. 

The medical members of the committee are: Dr. J. T. 
Baldwin, Dr. P. K. McCowan, Dr. R. C. MacGillivray, 
Professor W. M. Millar, Dr. J. D. Uytman, and Dr. 


’ Department of Health for Scotland, Scottish Health Services 
Council, Mental Health Legislation, Second Report by a 
Committee appointed by the Council, 1959. H.M.S.O., Edinburgh. 
Price Is, net. 

* Brit. med. J., 1957, 1, 1355. 
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Sm,—In the report of the Central Consultants and 
Corr espondence Specialists Committee held on April 2 (Supplement, April 18, 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Merit Awards for G.P.s 


Sir,—Dr. M. L. Levy and Dr. K. E. Mclver (Supplement, 
April 18, p. 187) are opposed to merit awards for general 
practitioners in any circumstances, and I agree with them. 
However, the Royal Commission and some members of the 
profession are of a different opinion, and in the A.R.M. last 
year an overwhelming majority could see no objection to a 
merit award scheme for general practitioners, provided a 
“ practicable scheme ” could be “ devised and subsequently 
approved by the Representative Body” (see Supplement, 
April 11, p. 134). This, coupled with the hint from the 
Royal Commission, will surely result in the production of 
some such scheme, and brings me to the point I wanted to 
make in my letter in the Supplement of March 28 (p. 107) 
—namely, that if we must willy-nilly have a merit awards 
scheme, the evils of a points system, however fallible the 
criteria used, are much less than those of a special awards 
committee. 

The important thing, to my mind, is that the views of 
the majority of general practitioners should be known to 
those whose difficult and unpleasant task it is to reject or 
devise a merit awards scheme. Otherwise we shall wake 
up one morning to find that our silence has been taken for 
consent, and that we are presented with a fait accompli. 
To prevent this, all practitioners with views on the subject 
should ventilate and discuss them in every way possible so 
that our negotiators may know the mind of the majority in 
time. Many of us complain that our views are not sufficiently 
considered at the centre, and the loudest complainers are 
those who never try to make their views known and who 
show no interest in B.M.A. or local medical committee 
matters until some decision is given of which they disapprove. 
Then the howl goes up and our representatives are blamed 
for our sins of omission. Let us see that this does not happen 
with the merit awards issue.—I am, etc., 

Bath, W. B. S. CRAWFORD. 


Sir,—If the object of merit awards for general 
practitioners is to improve the quality of general practice, 
it would surely be better to begin at the beginning and grant 
financial help to any young doctor anxious to improve the 
standard and extend the scope of his work. Apart from 
group practice loans, which cannot help the rural practitioner 
in scattered areas of population, there is at present no 
inducement whatever towards improvements in surgery 
premises or equipment, and the doctor who could and would 
like to undertake domiciliary midwifery, or minor surgery, 
or do a little simple pathology, has to buy his own 
equipment, which is expensive. If he employs clerical or 
nursing help he has to cover the cost of this himself at a 
time when his family expenses are also high.—I am, etc., 


Wivenhoe. WALTER RADCLIFFE. 


Sirn,—As a doctor I have always regarded merit awards 
for our profession with a mixture of distrust and distaste, 
until last night when I considered how it would affect 
general practitioners in this town and surrounding district. 
In my opinion, none at first appeared worthy of such a 
distinction until it flashed across my mind that there was 
one who was outstanding, both in his diagnostic flair and 
therapeutic ability. His sympathetic approach to his patients 
is exceptional, his bedside manner impeccable, and, 
incidentally, he is outstandingly good-looking. Obviously 
he, and he alone, would be eligible for the highest award 
available. The fact that his name and address happen to 
be the same as my own is, of course, purely coincidental.—I 
modestly subscribe myself, 

“'H. M., Rye.” 


‘practise obstetrics. 


p. 179) reference is made to merit awards. Apparently after 
Lord Moran had explained the working of the scheme the 
C.C. and S. Committee agreed “that it would be harmful 
to disclose the percentages of awards as between specialties.” 

“Harmful” to what or to whom, one may ask? The 
disclosure could only be harmful if the percentages as 
between specialties were unfair—ergo, they are unfair, and 
the C.C. and S. Committee know this but will take no action 
to try to adjust the balance. An ex-R.A.F. man myself, I 
still can admire the pungent naval phrase, “Pull up the 
gangway, Jack . . . "—I am, etc., 


Chesterfield. H. E. PooLer. 


Cranbrook Committee Report 


Sirn,—It is very disturbing to read of some of the 
implications present in the report of the Cranbrook 
Committee on the maternity services in general practice. 
One proposal envisages an obstetric list more formidable 
and more exclusive than ever before. Only general- 
practitioner obstetricians would in future be allowed to 
The other less exclusive practitioners 
would apparently be barred from doing any obstetric work 
at all. In my estimation, and also I feel that of the majority 
of G.P.s, i feel that this is an unwarranted interference in 
our affairs. A duly qualified practitioner from a recognized 
university who has completed his obstetric training should 
have no need to satisfy committees before engaging in 
obstetrics or anything else. This should be a fundamental 
principle. The present obstetric list is iniquitous, and our 
aim should be to try and abolish this completely rather 
than support the establishment of another. 

Again, a proposal has been made to make the practice of 
obstetrics dependent on the number of cases supervised by 
the doctor in one year. A figure of 20 cases per year has 
been mentioned. What is to happen to a doctor practising 
excellent obstetrics and doing only 15 or 16 cases per year ? 
Perhaps his list is only moderate in size, and there are just 
not 20 cases per year to be done, in spite of the fact that 
he is a good obstetrician and wishes to do more. The 
Cranbrook Committee proposes to remove this doctor from 
their obstetric list and make it impossible for him to practise 
obstetrics. He is therefore indirectly penalized for the 
smallness of his list. Is this not a ludicrous proposal ? 

I feel that our representatives should resist these 
recommendations, as they are yet another example of 
interference in our professional lives. There should be no 
obstetric list and no restrictions on any general practitioner 
wishing to practise in this field. May I say in conclusion 
that I am on the obstetric list of my executive council and 
do more than 20 cases per annum? I have therefore no 
axe to grind.—I am, etc., 


Hornchurch, Essex. 


Welfare Clinics and G.P.s 


Sir,—I wish to make use of your columns to protest 
against the appalling lack of co-operation between the child 
welfare clinics, the school health service, and the general 
practitioner. 

On countless occasions anxious mothers come to my 
surgery in a state of alarm because they have been told 
at the clinic that their child has a serious condition when 
examination reveals only some minor disorder. Frequently 
I am called out to see a child for a similar reason. The 
mother had taken the child to the clinic, had been told to 
to put him to bed, and to send for the doctor immediately. 
Advice on feeding matters is often just the opposite to what 
the mother has been told by her family doctor, and she is 
left in a state of hopeless confusion. 

My complaint against the school medical service is that 
children are often referred direct to hospital specialists 
without prior consultation with the family doctor, or at 
most just a curt note is sent stating that a hospital 


D. D. Cowen. 


j 
a 
‘ 


206 May 2, 1959 


ASSOCIATION NOTICES 


TO THE 
BRITISH MEDICAL JOURNAL 


appointment has been made for the child. The general 
practitioner is responsible for the day-to-day care of all 
the children on his list. He should not be treated in such 
a casual manner as he is at present. If the clinic or school 
doctor is worried about a child, the family doctor should 
be notified and full details given before any further action 
is taken. 
If this letter helps to rectify the present state of affairs T 
shall be most pleased.—I am, etc., 
London, E.9 BERNARD TAYLOR. 
Practice Compensation 

Sir,—lIt is some time since we heard anything about the 
proceedings of the Royal Commission. As I retire in a 
few months, after nearly 30 years in general practice, I 
had hoped, optimistically, that there might be some 
suggestion from this Commission that the compensation to 
be paid for loss of goodwill was inadequate, particularly 
in view of the depreciation in the value of money.—I 
am, etc., 


Forest Row. Sussex, MARTIN FROBISHER. 


Drug Sales and Cost 

Sirn,—While watching the programme “On Call to a 
Nation” on B.B.C. television, I was surprised to hear some 
of the comments on the sales drive of the pharmaceutical 
houses and of the G.P.’s lack of knowledge of the cost of 
drugs. 

Ours is a typical suburban London practice, which should 
receive the average attention from the drug houses. On 
reviewing the literature we have received and the visits 
from representatives over the past two months, I find that 
only 14 firms have advertised their products, and of these 
seven have sent more than three letters. At the same time 
only two firms have sent representatives. This is a very 
low proportion of the firms manufacturing drugs in this 
country and can hardly be called “ excessive.” As regards 
knowledge of the cost of drugs, there are at least two card 
index schemes available to general practitioners at low 
cost which give details month by month of all new drugs. 
indications, contraindications, dosage, and cost. We find 
these cards useful and a helpful guide to treatment. I hope 
that these comments will help to put the whole question 
of drug sales into proper perspective.—I am, etc., 

Goodmayes, Essex J. A. HOLLAND. 


Association Notices 


Diary of Central Meetings 


May 
12 Tues Comforenee of Advisory Councils on Occupational! 
ealth. 

13. Wed Medical Staffing Subcommittee, Central 
Consultants and Specialists Committee, 
11.36 a.m. 

13 Wed. Parliamentary Elections Committee, 2.30 p.m. 

20 Wed. Training Subcommittee, Central Consultants and 


; Specialists Committee, 10.30 a.m. 
21 Thurs. G.M.S. Committee, 10.30 a.m. 


22. «*Fri. Tuberculosis Group Committee, 2 p.m. 

26 Tues. Committee of Management, Annual Clinical 
Meeting, Norwich, 1959 (at Museum, Norfolk 
and Norwich Hospital), a 

27 Wed Alcohol and Road Accidents Committee, 2 p.m. 

JULY 

16 Thurs. Annual Representative Meeting (at Edinburgh), 
10 a.m. 

17 Fri ines Representative Meeting (at Edinburgh), 
a.m. 

18 Sat Council (at Edinburgh), 9 a.m. 

18 Sat Annual Representative Meeting (at Edinburgh), 
10 a.m 

20 Mon Annual Representative Meeting (at Edinburgh), 
10 a.m 

20 Mon —e ‘General Meeting (at Edinburgh), 
12. p.m 

20 Mon Council (at Edinburgh), at conclusion of A.R.M. 

20 Mon Adjourned Annual General Meeting (at 


Edinburgh), 8.45 p.m. 


Branch and Division Meetings to be Held 


BroMLey Division.—At Beckenham Hospital, Wednesday, 
May 6, 8.15 for 8.30 p.m., meeting. Mr. A. N. Gilkes, M.A.: 
“ British Public Schools.’’ Guests are invited. 

Duptey Dtvision.—At Nurses’ Lecture Theatre, the Guest 
Hospital, Dudley, Tuesday, May 5, 9 p.m., general meeting. 
Consideration of Annual Report of Council. 

East DENBIGH AND FLInt Division.—At Blossoms Hotel, 
Chester, Thursday, May 7, 8.30 p.m., annual general meeting. 

East KENT Diviston.—At Chez Laurie Restaurant, Thanet 
Way, Herne Bay, Thursday, May 7, 8.30 p.m., annual meeting. 

Exeter Diviston.—At Library, Royal Devon and Exeter 
Hospital, Thursday, May 7, 8.15 p.m., spring mecting. 
Instructions to Representatives to Annual Representative Meeting. 

HarroGate Division.—At Board Room, Royal Bath Hospital, 
Harrogate, Tuesday, May 5, 8.30 p.m., general meeting. 

Harrow Division.—({l) At Tithe Farm House, Eastcote Lane, 
South Harrow, Tuesday,*May 5, 8.30 for 8.45 p.m., Mr. Arnold 
L. Walker: “ The Cranbrook Report of the Maternity Services 
Committee.” (2) At Edgware General Hospital, Wednesday, 
May 6, 8.45 p.m., clinico-pathological conference. All medical 
practitioners in the area of the Division are invited to this meeting. 

IsLe oF WiGuTt Division.—At Unity Hall, Newport, Tuesday 
~~ > 4 p.m., general meeting to discuss the Annual Report of 

ouncil. 

KENSINGTON AND HAMMERSMITH Division.—At St. Mary 
Abbot’s Hospital, W., Friday, May 8, 8.30 p.m., A.G.M. 

LewtsHaAM Drtvision.—At Committee Rooms, Lewisham 
Hospital, Friday, May 8, 8.30 p.m., talk by Mr. Richard 
Cawston: “I Met a Hundred Doctors.” 

MANCHESTER Drvision.—At Fallowfield Hotel, Wilbraham 
Road, Manchester, Tuesday, May 5, 8.30 p.m., special general 
meeting. 

MONMOUTHSHIRE Division.—At Medical = Royal Gwent 
Hospital, Newport, Tuesday, May 5, 8.30 p.m 

NortH Muppiesex Drvision.—At Firs Hall, Lanes, 
) gee Hill, London, N., Thursday, May 7, 8 p.m., supper 

ance. 

READING Library, Royal Berkshire Hospital, 
Reading, Tuesday, May 5, 8.30 p.m., annual general meeting. 

SouTH-west ESSEX Division.—At Whipps Cross Hospital, 
Leytonstone, E., Wednesday, May 6, 8.30 p.m., clinical meeting. 
B. M.A. Lecture by Sir W. Heneage Ogilvie: “ Use of the Senses 
in Clinical Surgery.”’ Questions and answers will follow. 

TunsrioGe Division.—At Kent and Sussex Hospital, 
Monday, May 4, 8.30 p.m., 53rd annual general meeting. 

WaNDsworTH Division.—At Out- -patients’ Department, St. 
James's Hospital, St. James’s Drive, Balham, S.W., Thursday, 
May 7, 8.30 p.m., social evening held jointly with South-west 
London Medical Society. Combined sherry party and Doctors’ 
and their Wives’ Hobbies Exhibition. 


Meetings of Branches and Divisions 

BRIGHTON AND M1ID-Sussex DIVISION 
The following officers have been elected: 
Chairman.—Dr. J. Beynon. 
Vice-chairman.—Mr C. F. Lloyd Williamson. 
Chairman-elect—Mr. B. Thorne Thorne. 
Honorary Secretary —Dr. W. F. de C. Veale. 
Honorary Treasurer.—Dr. J. Cumming. 


Brunet Divison (BORNEO) 
The following officers have been elected: 
President.—Dr. A. W. Johnson. 
Honorary Secretary and Treasurer.—Dr. P. G. Griffiths. 


CHELSEA AND FULHAM DIVISION 
Thirty members attended the annual B.M.A. lecture held on 
January 20. Dr. C. Watney Roe, in the chair, introduced the 
speaker, Dr. Maurice Shiw, whose subject was “ Meanin and 
Medicine,” in which he discussed the meaning of words and their 
use in communications between patient and doctor. His lecture 
was followed by discussion. 


DuMFRIES AND GALLOWAY DIVISION 

A meeting was held on January 11. Dr. F. T. Ingram took the 
chair and 25 members were present. Dr. J. Valentine 
addressed the meeting on “ Everyday Radiation,” and answered 
questions. 

EXeTER Division 

At a meeting held on February 5 the following officers were 
elected : 

Chairman.—Dr. 

Vice-chairman.—Dr. F. S. 

Honorary Secretary and Treasurer.—Dr. 
Bonnalie. 


A. Blundell Jones. 
Brimblecombe. 
F. E. Graham- 


Correction.—Tickets for the Welsh Dinner to be held in 
Edinburgh on July 17 are 27s. 6d. each excluding wines, not 
including wines as printed in the Supplement of April 25 (p. 194). 
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